TALKING POINT
An open letter to the chairman of the working party on part time postgraduate training SUE ROBERTS Dear Madam, Britain has led the way in promoting part time training for women doctors. You are chairing a working party set up to examine the current scheme PM (79) 3 as it approaches its fifth birthday and to outline some recommendations for the future. The committee has met three times, but word is leaking out that it is depressed by its task, confused in its role, and about to miss the opportunity to continue to pioneer in this matter. To see the way forward means examining aims and specific successes and failures. Three groups have had aims in advancing part time training. The Department of Health and Social Security is interested in efficient use of medical manpower. Women have gradually moved from a wish to practise medicine in any capacity in the 1950s and early 1960s to the current demand for equal choice of career outcome with their full time colleagues, and the expectation of being able to combine this with a range of other activities, including parenting, already enjoyed by male colleagues. Anything less will be seen as unacceptable. The medical profession has mixed aims, poorly understood and articulated, but best expressed as a desire to solve the "woman doctor problem."
The DHSS's aims are outlined in the circular PM (79) 3 and its predecessor HM (69) 6 .12 There is a need to make use of expensively trained doctors. Using this standard alone the schemes have been successful. At any one time 9100 of women doctors are in work compared with 82% in 1962, although nearly half of them are working less than full time.' Medical graduates of the 1970s are contributing more at all stages of their careers than those trained in the 1950s, and the increased availability of part time work is one reason for this. Women's work approaches full time in the 10 to 15 years before their retirement. In order to provide a high level of skill during these years it is essential that earlier in their careers, when family commitments are greatest, they should be trained rather than merely employed. They need to prove at the end of their training that they are good candidates for their permanent jobs. Because of the increased length of training it is difficult to evaluate a part time programme even over a 10 to 15 year period. But DHSS figures show that of the 80 doctors who left the senior registrar scheme between 1974 and 1979, two thirds are working as consultants, over half full time. 4 The DHSS's aims have thus been successfully fulfilled at senior registrar level for a limited number of women.
Lack of data
From the point of view of women themselves the outcome must be seen as much less satisfactory. For individual women who could not otherwise have worked at all these posts have been invaluable. But looked at overall the position is more gloomy. There are few data on the past 15 years' experience. Of 249 trainees in Oxford, 115 finished their training and were considered to be in career posts., Only 19% of these, however, are now consultants, with 30% working in other hospital posts and the remainder in general practice or the community. Even acknowledging that this includes several women who had been out of medicine for many years and the difficulties of career progression for all doctors, these figures give a dismal view of the totality of part time training.
For other women who had hoped that part time training would be a particularly important way into the "greedy" specialties with long hours of duty and difficult on call schedules these schemes must be a particular disappointment. The table shows that it is those specialties in which women have the best chance of succeeding full time that are most easily available for part timers. Part time work has not provided an entry for women into the acute specialties, and the review of part time training in the medical specialties took such a gloomy view of junior grade training that the authors doubted whether it was possible at all. 6 There are also more specific criticisms. There is great regional variation in administration, advice, funding, time to organise posts, and educational standards. It is suggested that women who have failed to obtain full time posts are applying. There are the paradoxes of the supernumerary nature of the posts. Part timers may be welcomed as an extra pair of hands, particularly in peripheral units where career advancement is already difficult. A part timer in a department may help specific problems of an on call rota but at the same time be criticised by full timers in training for diluting the experience available.
Some of these criticisms reflect problems that are intrinsic to the nature of part time work as we see it in Britain. It tends to be concentrated in a certain range of occupations that often lack The principal reasons for failure of these schemes, however, is the misguided belief that providing satisfactory part time work would solve all women's employment problems. Women need much more than this. They need: (a) to live near their partner (geographical tie); (b) time off to bear children (maternity leave); (c) time off to look after children (part time work, retainer scheme, job sharing, etc); (d) time off, some say, to look after husbands; and (e) above all, flexibility because of the lack of control over all these things and variation in need as circumstances change. Increasingly, (a), (c), and (e) are men's problems too. Unless your committee gives consideration to all these needs even your best attempts to modify the scheme will flounder once again.
I understand that instead of examining these issues your committee has been discussing numbers and trying to determine how many women will want certain sorts of posts. But a woman's "choice" of job is often limited and cannot necessarily be predicted from studying her personal commitments.8 9 She will take the best thing that she can get in the circumstances, bearing in mind the pressures on her. Studying numbers may be dangerous in that it leads to setting quotas based on past behaviour that tend to act as a ceiling for minority participation rather than reflect the future fluctuating needs of the group The new chairman of the medical academic staff committee, Dr Colin Smith, was able to report on 28 September that it had been agreed in the Clinical Academic Staff Salaries Committee (three months after the doctors' and dentists' review body had announced its award to doctors in the NHS) that similar revised scales would be introduced for clinical academic staff. In 1968 it had been agreed that parity should be maintained between the two groups but for the past few years there had been a delay in implementing the recommendations. This year, Dr Smith said, it had taken a major effort to persuade the Department of Education and Science that parity should be maintained and that the extra money should be found. Since the Department of Education and Science had not made extra funds available the universities, he said, were faced with a substantial sum of money to find; the smallest medical school would have to find the equivalent of a professor's salary. The revised scales were published on 8 September (p 634).
University cuts
University cuts had also exercised the committee during the past year and would continue, Dr Smith warned. The universities faced a 0-6% cut, with regional variations. There was a deficit of £200 000 in one medical school, which was equivalent to the cost of seven professors' or senior lecturers' jobs. The committee would continue to monitor developments in the current session.
On the instruction of the 1984 conference of representatives of medical academic staff there is to be a small working party with the associate members group committee "to review the impact of potential and actual university cuts on the education of future doctors."
Preclinical staff
The salaries of preclinical staff are negotiated by the Association of University Teachers, and as a result of arbitration they will receive an overall increase of 4-6%. It The chairman is to write to the Chief Medical Officer expressing the committee's concern about the proposal to build an independent school of medicine in London on the site of Bedford College.
Open letter-continued from page 934 to train for twice as long and end up considerably older than their competitors at the next hurdle. But the two issues are so clearly linked by their association with women's employment needs and are already muddled in the current administration of these schemes that your committee must be prepared to tackle this difficult area. I suggest that you should continue to allow some part time posts to travel with individuals, especially when they have been appointed in open competition. The receiving department should have the option of incorporating them at its next vacancy or be allowed to increase the establishment by five to seven sessions automatically. The possibility of job swaps at registrar and senior registrar level between various parts of the country should be considered provided both departments agree. But the problem of a tied doctor seeking her first post in a grade is difficult and much more common. When appointing several doctors of similar merit to a scheme it might be acceptable to give geographically tied individuals a small positive weighting. The aim is not to appoint all geographically tied doctors at any cost, but to alter the balance slightly in their favour.
Some of these proposals are based on current practice in many parts of the United Kingdom. Others may be seen as radical. I suggest that to adopt some of them or modifications of them would be an appropriate response by a caring, intelligent, and innovative profession in the interest of their own colleagues and, I believe, ultimately in the interests of their patients and themselves. I beg you not to miss this opportunity.
I thank Mrs L Gittens and Ms M Burtt for secretarial help.
